Wilson and his associates,9' '0 by using the precordial leads, set down additional criteria obtained from these leads; namely, the peak of the R waves in leads V5 and V6 is abnormally late and the deflection is abnormally tall. The QRS interval in these leads is often 0.10 or 0.11 second in duration and occasionally even 0.12 second. The R waves in leads V1 and V2 are small and the S waves are large. In more than one-half the cases Q waves occur in V5 XI, January, 1955 
The current electrocardiographic criteria for the diagnosis of left ventricular hypertrophy have been analyzed in 100 cases of pure left ventricular hypertrophy proved at autopsy. Only those cases were used in which the greatest thickness of the left ventricle was 13 mm. or more, the right ventricle did not exceed 4 mm. in thickness, and the heart weight exceeded the upper limit of the expected normal. Also, only those cases were studied on whom multiple lead electrocardiograms were available. Conclusions are presented as to which sets of electrocardiographic criteria give the greatest accuracy in the diagnosis of left ventricular hypertrophy.
EFT ventricular hypertrophy has long been known to give rise to certain characteristic changes in the electrocardiogram. The findings in the standard leads upon which this diagnosis is made have been well described.'-3 These patterns consist essentially of the presence of left axis deviation with an increase in the amplitude of the QRS complex, the size of R, and S3 exceeding 2.5 millivolts, or with depression of the S-T segment in lead I, or with a T wave in lead I of 1 mm. or less.1 Barnes2 has described what he calls the typical pattern of left ventricular strain. This consists of left axis deviation with S-T segment depression in lead I and a negative T wave with a convex contour to the anterior limb; reciprocal changes are seen in lead III. Distinction between the terms hypertrophy and strain has been suggested, 1' 4 using the term hypertrophy when left axis deviation and high voltage are present, and strain when the characteristic changes occur in the S-T segment and T wave in tachycardia (rate over 100) or first degree A-V heart block, the P wave was superimposed on the preceding T wave and no true T-P level was obtained; in these cases RS-T segment shifts were measured in relation to the P-Q segment. The height of upright T waves in cases with depressed RS-T segments was measured from the level of the RS-T segment (rather than from the isoelectric line).
The electrocardiographic position of the heart was noted, using Wilson In the concordant type, the QRS complexes are upright in the standard leads, and there is S-T segment depression and T-wave inversion in lead I (and II, III).
Katz also describes characteristic changes in the chest leads, namely, a QS in CF2 or an R wave of less than 1.5 mm., S-T segment elevation in CF2 of more than 2.5 mm., and an upright T wave; in CF5 the S-T segment is depressed and the T wave inverted.
Using Katz 
